A 58 year old man presented with progressive dyspnoea on walking over several weeks. On lying down, he became more dyspnoeic; sitting up brought immediate relief. A few days later he noted severe discomfort over the lateral aspect of his right arm and shoulder associated with numbness, followed by weakness when attempting to raise the arm. He was a builder, and had previously been exposed to asbestos, but was a non-smoker. There was no previous medical history of note.
On examination there was no cyanosis, peripheral oedema, clubbing, or lymphadenopathy. The jugular venous pressure was not elevated; pulse was 87 beats/min, with normal heart sounds. His blood pressure was 143/ 66 mm Hg. He was unable to lie flat due to breathlessness, but in the sitting position was in little distress, with a respiratory rate of 15 breaths/ min. Auscultation of the chest revealed bilateral basal crepitations. Neurological examination revealed minimal wasting of the right deltoid, and winging of the right scapula (fig lA  and 1B) . Shoulder abduction was slightly weak on the right (Medical Research Council grade 4/5). Power was otherwise full in all groups in the upper and lower limbs. Reflexes and sensory testing were normal. Paradoxical inward motion of the abdmen on inspiration was observed. In view of the crepitations a trial of bumetanide 2 mg was given intravenously with no improvement in dyspnoea.
Full blood count, urea and electrolytes, corrected calcium, liver function tests, creatine kinase, thyroid stimulating hormone, serum angiotensin converting enzyme, C-reactive protein, and erythrocyte sedimentation rate were all normal. Chest radiography showed bilateral prominent pulmonary arteries and small lung fields. 
I
n August 1993, a 42 year old woman presented for definitive treatment of hyperthyroidism secondary to Graves' disease. In 1970 she had undergone subtotal thyroidectomy for the first episode of hyperthyroidism but after a recurrence in 1977, she had been started on long term carbimazole treatment. On presentation, the patient had a moderate sized goitre and signs of mild, inactive ophthalmopathy. She was euthyroid on 5 mg of carbimazole, which was withdrawn for seven days and a standard radioactive iodine (RAI) dose of 550 MBq was administered. Carbimazole was not restarted after RAI as per the policy of the department. Seven days after RAI, the patient had to be hospitalised with complaints of palpitation, marked anxiety, agitation and profuse perspiration, a regular tachycardia of 130 beats/min, blood pressure of 150/60 mm Hg, and pyrexia of 39˚C. White cell count was normal, blood and urine cultures were negative, and chest radiography was normal. Thyroid function test result showed a free thyroxine concentration of 90 pmol/l (normal range 10-22 pmol/l), free triiodothyronine 32 pmol/l (2.5-5.5 pmol/l), and thyroid stimulating hormone ,0.01 (0.5-4.0 mU/l).
QUESTIONS
(1) What is the diagnosis and how frequently is this condition encountered? (2) 
